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Luís A. Dallan, MD, Luiz Augusto F. Lisboa, MD, Carlos Alberto C. Abreu Filho, MD,
Fernando Platania, MD, and Sérgio Almeida De Oliveira, MD, São Paulo, BrazilWe report the case of a 72-year-old man with acongenital coronary fistula between the right cor-onary artery (RCA) and the main pulmonary ar-tery (PA) associated with coronary atherosclero-
sis. He remained asymptomatic until 72 years of age, when
myocardial ischemia developed. Myocardial revascularization was
performed using four saphenous vein grafts. In addition, the cor-
onary fistula was dissected, distally sectioned, and also used as a
graft to a suboccluded coronary artery branch.
Clinical Summary
A 72-year-old man with a history myocardial ischemia was ad-
mitted at our hospital for management of unstable angina. He was
asymptomatic but recently had had progressive chest pain. Coro-
nary angiography revealed severe atherosclerotic coronary artery
disease associated with an RCA-PA fistula (Figure 1). Coronary
artery catheterization showed proximal stenosis in both the left
anterior descending coronary artery and the circumflex coronary
artery; it also revealed stenosis in the middle segment of the RCA
distal to the fistula, with involvement of the right marginal branch.
After providing informed consent, the patient underwent coro-
nary artery bypass grafting through a sternotomy in June 1991,
with cardiopulmonary bypass and intermittent aortic clamping.
Four saphenous veins grafts were made to the left anterior de-
scending coronary artery, the diagonal artery, the circumflex cor-
onary artery, and the RCA. After careful dissection and identifi-
cation of the RCA-PA fistula (3 mm in diameter), it was ligated
and cut close to the PA. The distal portion of the coronary fistula
was dissected gently and anastomosed to the right marginal branch
as an arterial graft to supply blood to the right ventricular wall.
Electrocardiography revealed no ischemic changes, and the patient
had an uneventful postoperative course. He was discharged in
good clinical condition.
Repeat angiography, performed 6 months postoperatively,
showed that the coronary arterial fistula graft to the right marginal
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The Journal of Thoracibranch was patent (Figure 2). The sa-
phenous vein grafts were also patent,
and the patient was healthy. During 11
years of follow-up, the patient had an
excellent quality of life without sub-
sequent cardiac events. He died in
April 2002 at the age of 83 years, and
no autopsy was performed.
Discussion
Coronary artery fistulas are rare anomalies and usually congenital.
Most occur as a single fistula, with 90% of them draining into the
right side of the heart or the PA.1,2 The flow of blood through the
fistula into a low-pressure right-heart chamber causes myocardial
ischemia both by producing a coronary steal and by imposing an
additional volume load on the left ventricle. Elective closure in
childhood has been advocated to prevent later complications, such
as congestive heart failure, myocardial ischemia, bacterial endo-
carditis, fistula rupture, or aneurysmal dilatation during or after the
second decade of life.2,3
A continuous murmur is the classic physical finding, but in
some instances the fistula might be associated with other cardiac
disease and detected as an incidental finding on an echocardio-
gram.1,4 The diagnosis is confirmed during heart catheterization
for congenital or coronary heart disease. There is no specific
medical therapy for coronary fistula other than management of
coexisting congestive heart failure, yet in some cases the fistula
can be treated by transcatheter embolization or surgical interven-
tion.3,5,6 Some authors have advocated that asymptomatic patients
with coronary artery fistulas be followed noninvasively without
intervention.4 In our patient the RCA-PA fistula was an incidental
diagnosis associated with the coronary atherosclerosis, and both
conditions were surgically treated.
Our original goal was to perform myocardial revascularization
and close the fistula through distal ligation during the same pro-
cedure. However, after gently dissecting the fistula away from the
PA, we observed excellent blood flow from it, as we frequently see
with internal thoracic artery grafts. Therefore, we decided to use
the fistula as an arterial bypass graft to the important right marginal
branch. After completing the anastomosis but before opening the
aortic crossclamp, we observed good perfusion into the right
marginal branch and satisfactory right ventricular contraction. It is
possible that our ability to use the fistula as an arterial graft, as well
its good blood flow, reflects the slow progressive enlargement of
the fistula over time. Our initial surgical impression was confirmed
by the favorable postoperative course and, 6 months later, by the
results of the repeat coronary angiography.
In conclusion, we report the uncommon association of an
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